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THE FUTURE OF GENERAL PRACTICE 


BY 


A. KEITH GIBSON, M.B., Cu.B. 


.At a time when so much consideration is being given 
to the medical curriculum it seems desirable to review 
the position and standing of general practice and the 
general practitioner, for, as was mentioned by Dr. 
C. F. T. Scott in his presidential address to the Metrc- 
politan Counties Branch,' there is little point in modifying 
the curriculum if the student is not reasonably certain 
of opportunities of practising medicine at the end of it. 


THE PUBLIC AND THE PRACTITIONER 


As the extent and success of general practice depend 
so largely on popular esteem, it is -useful first to con- 
sider what opinions are held by the public regarding 
general practitioners as a class. In recent years there 
has been a tendency for general practice to receive less 
than its share of recognition for the contribution it makes 
to the health of the community. The work done by 
hospitals and public he:lth departments—by its dramatic 
qualities, its lavishness, and its lack of visible cost to 
the patient—has obtained in the Press and the mind of 
the public an importance which tends to dwarf the un- 
subsidized efforts of the general practitioner. A_ visit 
to the doctor has not only the disadvantage that it 
involves the payment of a fee, but it is seldom very 
interesting or spectacular. The patient who has _ been 
to a department filled with glittering apparatus to have 
what he describes as ‘‘ radium heat ’’ thinks his doctor 
a dull (or non-glittering) fellow when he suggests that 
the patient should roast his own back at his own gas- 
fire. His wife, who has been to the local clinic for 
advice, tea, and a chat, may not regard the practitioner 
as a rogue, but certainly feels he is a poor sort, of medical 
man, for is he not without visible means of supporting 
her infant on patent food? 

It would be strange indeed if the average person did 
not get from the lay Press the impression that any 
decrease in the deaths of adults was due solely to the 
efforts of hospitals, and that any diminution of infantile 
mortality was a direct result of infant welfare work. 


The close connexion between the last two has not been 
stressed lately in those areas where the infant mortality 
is steadily increasing in spite of the fact that infant 
welfare work is being carried on as usual ; but that is 
another matter. Even though Sir George Newman 
pointed out in his last annual report that for the great 
majority of people the general practitioner must remain 
the most useful and most economical source of medical 
advice, general practice on the whole gets “‘ a very poor 
Press.’’ 

THE PRACTITIONER AND THE HOSPITAL 


If these are the views of the “‘ man in the street,’’ 
what is the outlook of the medical man on the various 
aspects of the question? A very brief investigation 
shows that in many cases the practitioner has a feeling 
of irritation or hostility towards the local hospital. This 
is all the more remarkable when it is remembered that 
a doctor entering general practice begins with a decided 
prejudice in favour of the hospital. He has recently 
left a hospital, and the hospital is to him the source of 
medical knowledge, where work is well done and the 
most modern ideas are employed for the benefit of the 
patient. He starts with the intention of carrying out 
these ideas in his practice. Yet in six months or a year 
it will be found that the general practitioner has come 
to regard the local hospital as an undesirable competitor. 
How has the change come about? 

As soon as he starts in general practice the doctor 
finds that many of his “ panel’’ patients, for whose 
treatment he is paid by the insurance committee, are 
given treatment by the out-patient department, usually 
by the provision of extraordinary quantities of very 
ordinary medicine.2 The same thing applies to those 
patients who are in a contract practice scheme: the 
hospital asks no questions, but provides treatment which 
it is the duty of the doctor to supply. If he sends for 
consultation a private patient who cannot afford a 
consultant’s fee, he frequently finds that that patient 
is told to come back to the out-patient department for 
further treatment. In this way the doctor loses the 
not unreasonable fees which he not unreasonably expects 
to be permitted to charge in the legitimate exercise of 
his profession. He knows that no member of the lay 


board of management or of the medical staff would 
engage a nurse, a chauffeur, or a servant without taking 
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The Fatave of General Practice 


up their references. When, however, a patient comes 
to the hospital claiming to be a suitable person for hos- 
pital treatment this elementary business precaution is 
omitted, and the task of ascertaining whether the patient 
is really one of the “‘ sick poor ’’ is left to the almoner, 
whose decision must be based largely on the statements, 
or misstatements, of the patient. 

It is not long before the practitioner, who sees his 
patients from time to time for certification purposes, 
has an uneasy feeling that quite a number of hospital 
cases are sent to the massage or electrical departments 
mainly because the hospital happens to have such a 
department, and the patient ‘‘ might as well have a 
little massage, don’t you think? ’”’ Later still, he may 
be found in the ranks of those more experienced or more 
cynical practitioners who declare that when these depart- 
ments are closed for the summer holidays, and when the 
staff rush off in search of real sunlight in which to 
perform active movements, many of their patients seem 
to get on just as well as before. Whether the patients 
receive much or little benefit from these special treat- 
ments there is no doubt that one result must be to 
increase the importance of the hospital in their eyes. 


THE PRACTITIONER AND THE HEALTH SERVICES 


Beginning in practice in these days, a doctor speedily 
realizes that parallel with general practice there runs 
a chain of bodies or units whose collective aim and 
ambition is to give medical advice and guidance to as 
many people as possible. At the ante-natal centre the 
expectant mother is advised and given numerous direc- 
tions, one of which, in many cases, appears to be how 
to get into the local maternity hospital for her confine- 
ment. But it is later, however, when the mother has 
returned home with her offspring, that the machine 
really gets going. Health visitors make frequent descents 
on the patient's home and persuace the mother to take 
the baby to the local infant welfare centre. Here she 
receives much advice on infant management, and there 
is the added inducement of obtaining nutriment for her 
baby at less than the usual prices. After a few months’ 
enjoyment of these facilities, many mothers have become 
firmly convinced of three things: first, that infant welfare 
is most important ; secondly, that it should cost them 
nothing ; and thirdly, that knowledge of these mysteries 
has not been granted to the local medical profession, 
since they see that, as a rule, none of the local doctors 
is on the staff of the local clinics. The effect of this 
on the standing and repute of the general practitioner 
in the district is obvious. 

At the welfare centre the baby may be given medicine 
for any trifling ailment, but for anything more serious it 
is usually sent to a treatment centre, or to a hospital 
out-patient department. At present there is little pro- 
vision for the needs of the child from the time it reaches 
1 year till it goes to school, but those who are inter- 
ested in the matter realize how important it is to pre- 
serve continuity of observation and advice. Without. 
some such provision the parents might have to rely on 
a general practitioner, and it is, of course, notorious 
that, in urban districts especially, it is very hard to 
find a family doctor. To guard against this disquieting 
possibility the establishment of ‘‘ toddlers’ clinics ’’ is 
being advocated on all sides. Once these are estab- 
lished it will be possible for a child to be passed, like 
a memorandum in a Government office, from one depart- 
ment to another, and in a number of cases to arrive 
at the age of 16 without having been touched at all by 
the hand of a general practitioner. 

This remarkable chain of organizations recalls to the 
young doctor something he has recently studied—the 
side-chain theory of Ehrlich. Each of the units in the 
system—perhaps we may term them “ interceptors ’’— 
has the power of reaching out in all directions for 
patients, and, like its prototype the amboceptor, not 
only “‘ seizes hold ’’ of patients, but becomes ‘‘ firmly 
attached ’’’ to them. The net result of this attachment 
is that the general practitioner seldom sees these 
children. Occasionally it is true, in the evening or at 


night, when the staff of the clinic has ceased from 
troubling and the out-patient department is at rest, the 
parents will overcome those inhibitions which for 
have kept them from finding a family doctor dy 
the hours of daylight, and call in a local practitioner 
If he finds that the little patient’s bronchial or ' 
trouble has its origin in a diet that for long has peg, 
a blend of the instructions from the clinic, the mother’s 
own ideas, and those of her friends, he will not 
surprised to find also that the fee which the parent 
expect to pay him is similarly something between th, 
fees of the clinic—that is, nothing—and his usual fey 
for such a visit. 

The practitioner may hold with Mr. Farquhar Murray 
that ‘‘ the backbone of a successful practice is mid. 
wifery, followed by child welfare,’’* and may agree with 
Dr. C. O, Hawthorne that the future of general prag. 
titioners will ‘‘ depend, not upon their particular ambj. 
tions, but upon whether they satisfied in some way of 
other a public interest.’’' But if, in the area where he 
is in practice, the doctor finds that for all practical 
purposes he is not permitted to do any of these Gesirable 
things, it is apparent that a very serious state of affairs 
has arisen, and it is equally obvious that it is the du 
of the organized medical profession to find without delay 
some method by which this state of affairs may by 
altered. 

THE PROBLEM FROM A BUSINESS ANGLE 


In looking round for methods of, remedying this sorry 
state of things we must keep in mind that, as was 
mentioned by Dr. B. H. Pain at the Annual Representa, 
tive Meeting, the organized medical profession has ‘‘ beeg 
making representations to local authorities on -theg 
lines for the last twenty years.’’* Individual protests, 
on the other hand, are rather pathetic and somewhat 
undignified—probably for these reasons they are fre 
quently anonymous—and altogether the whole positiog 
is vaguely reminiscent of the scene in the harvest field, 
when, in the square of corn remaining to be cut, faint 
squeakings and rustlings show that the rabbits ar 
rushing here and there looking for a way of escape from, 
the reaping-machine that is destroying their world around 
them. Similar phenomena may be observed in the 
world of medicine ; in the steadily diminishing field of 
general practice equally agitated general practitioner 
may be seen and heard, rushing about making equally 
ineffectual individual protests, while round the periphery 
the machine, guided by author:ty and urged on by 
willing teams of sentimentalists and self-appointed com 
mittees, continues its relentless and unheeding progress, 

It will be realized that concerted effort is required, and 
along different lines from those that have been followed 
in the past. It is suggested that consideration of the 
problems involved from a business point of view might be 
of value. If Messrs. A. B. and Co. find that the general 
public, which used to get certain articles or services from 
them, is now going for these to X. Y. Z. Ltd., they do not 
send a deputation to the latter firm to express a desire that 
‘ this practice must cease.’’ Neither do they suggest that 
some (unspecified) authority should step in and _ forbid 
X. Y. Z. Ltd. to supply the public with what it wants. 
What would be done would be that the heads of depart 
ments in Messrs. A. B. and Co. would confer together on 
the following points: ‘‘ Can we improve our product s0 
that it will compare favourably with others that are 
available, and will appeal to the general public as being 
just what it wants ; having done so, can we offer it to 
the public at a price the public will pay, and how caf 
we let the public know that this better article is available 
at a reasonable price? ”’ 


BETTER GENERAL PRACTICE 


To apply the first of these points to medical practice, 
it is necessary to consider primarily what modifications of 
methods will be necessary, for it is obviously impracticable 
for the practitioner to take over unaltered the technique 
of the hospital or the manifold activities of the clinics. 

It is perhaps the individual, single-handed nature of 
the work of most general practitioners that gives us 4 
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key to part at least of the situation, and some idea of 
what might be done. The student of medicine, having 
been guided on his path for six years by specialists, each 
of whom is deeply interested in his special subject and 
feels that an almost equal depth of knowledge is desir- 
able in others, emerges, qualified and slightly dazed, on 
a world which wants, not the abstruse details that he has 
carefully absorbed, but such a practical adaptation or 
modification of medical science as it has come to expect 
from a general practitioner. Sooner or later, and fre- 

uently with a certain amount of mental conflict, the 
young practitioner prepares an “‘ acting version ’’ of the 

rt he hopes to continue playing for some considerable 
time. There are gaps in it where he feels he is out of 
sympathy with certain portions of the original role, or 
finds them difficult to ‘‘ put over.’’ Here and there a 
fondness for certain lines of treatment may be regarded as 

“internal evidence of a later hand ’’ ; some of the drug 
firms have very persuasive travellers. Some of his effects 
may be secured by methods which are now seldom used— 
curious survivals which, like some of the fauna of 
Australia, are the result of isolation. But on the whole 
his increasing powers of observation, his shrewdness, and 
his knowledge of people enable him to play his part 
very well. 

As a contrast let us consider the case of the technical 

duate who enters a modern business firm. He imme- 
diately becomes one of a team whose aim is to get results. 
He speedily learns how much of the theory taught at his 
technical college is actually of value, and what practical 
modifications of textbook or laboratory methods have 
been found necessary. He finds that much useful 
technical information is made freely available by trade 
associations or Government departments. The practical 
bearing of this information can be discussed from all 
angles at the frequent conferences of those holding 
positions of responsibility in the firm, and any lingering 
doubts as to suggested new methods can be speedily set 
at rest by the production and subsequent testing of two, 
twelve, or a hundred samples of the article in question. 
Similar methods can be used to arrive at a decision as to 
the merits of the views expressed in the technical and 
trade Press, copies of which many firms circulate among 
their staff. 

Contrasted in this way it will be seen that for the 
general practitioner to keep his methods up to date is 
relatively difficult. In the case of the doctor who is one 
of a partnership opportunities for discussion will arise, 
but the comparison of new methods and the adaptation 
or scrapping of old ones can never be so thorough as in 
a business firm. The single-handed practitioner can, of 


course, improve his mind (as is always pointed out when 


this question is brought up) by a study of the articles in 


_the medical Press. Quite a number of practitioners, how- 


ever, have come to the conclusion (rightly or wrongly) 
that in many cases an article appears to be designed to 
demonstrate the erudition of the writer and the extent 
of his researches in the medical library rather than to 
assist the reader, who in three cases out of four is in 
general practice. For similar reasons the reading of books 
and the attendance at post-graduate courses do not contri- 
bute so much as they might to the mental equipment of 
the general practitioner. For lack of opportunity to 
compare notes with his fellows he fails to ‘‘ adopt, adapt, 
and improve ’’ the methods brought to his notice, and, 
perhaps unjustly, continues to regard them as suitable 
only for budding specialists. 

It would seem very desirable if methods could be 
evolved which would render available continued post- 
graduate instruction in modern developments in medicine. 
A new angle on the problems involved may be gained if 
we go again to the commercial world, and consider the 
functions of the production engineer in a car factory. 


The plans of a proposed new model are passed ‘to him for 
his opinion, and “his report may be somewhat as follows: 
“The design of the engine is excellent of course, embodying 
as it does all the latest features ; the cost of manufacturing 
this very eflicient power unit will be £100. By modifying 


- the design so and so, by making this alteration here and 


those slight changes there, the cost of manufacture could be 
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engine as altered can be manufactured with the automatic 
machinery at present in use ; new special machinery would be. 
neceswary for the original design of the engine. Also the 
alteration in design will enable raw materials, finished parts, 
and special fittings to be utilized which we already use in our 
current models, so avoiding extra-expense. The difference in 
performance of the two engines would be about 10 per cent., 
a difference which will not be appreciable to 2 per cent. of 
those who use the car. If, however, one of our customers 
wants the more powerful model for some special purpose, 
one of them can be made as a special order at a cost of 
£100.”’ 


Mutatis mutandis, could not similar methods be adopted 
to simplify much of the technique of recent advances in 
medicine so that these could be more often employed by 
the general practitioner? The injection treatment of 
varicose veins, to take an extreme example, is a subject 
on which many experts have written of late at great 
length. Is there any doubt that three such experts and 
three determined general practitioners, sitting as a com- 
mittee, could produce a set of instructions for the perform- 
ance of this treatment which would be so didactic and 
concise that they could be set out on the back of the 
proverbial postcard? The instructions would not give all 
the possible variations in technique, and would not give 
a complete list of all the articles that had appeared on 
the subject, but they would enable the average practitioner 
to render this service to many of his patients, and help 
him to realize clearly which cases were unsuitable for 
general practitioner treatment and should properly be 
referred to hospital. On the other hand, these concise 
instructions need not deter the doctor who at present 
essays to give his patients special treatment, but would 
rather help him by acting as an advanced base from which 
he could proceed to still greater heights. 

Were some such system in operation it would be a 
beginning in a movement to raise the standard of general 
practice. The young doctor beginning in practice in a 
district would find that he received at short intervals 
résumés of recent advances in medicine, issued by a local 
committee set up by the general practitioners in the area 
and working in conjunction with consultants at the local 
hospital or training school. This incentive to keep abreast 
of modern methods would be further strengthened by 
special post-graduate courses, again the result of collabora- 
tion between his elected colleagues and the staff of the 
local hospital. These courses would be specially designed 
to treat the subject from a general practitioner point of 
view, and would not cater for the doctor who wished to 
specialize later. Collaboration in this way would not be 
without a beneficial effect on the medical curriculum, for 
teachers who found that certain aspects of their subjects 
were incapable of being applied in practice might even- 
tually stress these portions of the course less, and devote 
more time to other and more practical items. 

All these alterations in methods and viewpoints would 
lessen considerably the illogical gap which has been 
allowed to form between general practice and the hospital ; 
the doctors in each of these spheres of activity would 
realize that they were all members of a team, working 
together to get results in the treatment of established 
disease. 


THE Famity PuysIciAN AND CHILD WELFARE 


Co-operation by the general practitioner with those 
working in the field of preventive medicine, especially in 
that part of it dealing with infant and child welfare, is 
long overdue. There is no doubt that this co-operation 
would be welcomed by those who take the broadest view 
of the requirements of the general public. Dame Janet 
Campbell, in opening the discussion in the Section of 
Public Health at the Centenary Meeting, said: ‘‘ The 
generally accepted conclusion is that future progress should 
not be wholly a matter of public health administration, 
but that closer co-operation with the medical practitioner 
is most desirable.’’* 

But, as has been pointed out in the article, ‘‘ The 
General Practitioner and Part-Time Public Health 
Service,’’* the attitude of the authorities up till now has 
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SUPPLEMEN: 
BRITISH Mepicat 


not been encouraging. ‘‘ What I have, I ..old,’’ appears 
to be their motto rather than, ‘‘ Many hands make light 
work.’’ Until this attitude is altered, and those respon- 
sible realize that many doctors in practice are willing and 
capable of advising their youngest patients how to stay 
well, little progress will be made towards a united effort 
to reduce infant mortality. Doctors have been deterred 
from doing this work because it appeared to be trouble- 
some, technical, and unremunerative. There is no doubt 
that the difficulties and complexity of this part of medical 
practice have been, for various reasons, greatly exagger- 
ated. It is true that there are mothers who find that the 
responsibility of looking after one or two children is so 
great that they are glad to cast their burdens on the 
local clinic, and there are others whose lack of common 
sense is such that their children’s freedom from serious 
illness can only be secured by continual vigilance on the 
part of the nurses at the welfare centre. For such cases, 
what Dr. J. L. Brownlie’? has so aptly termed ‘“‘ the 
pleasant exercise of not too discriminate philanthropy ”’ 
will probably always be required. But the average infant, 
nature being what it is, tends to remain normal, and the 
average mother is usually keenly appreciative of advice 
which will help her baby to “‘ get on,’’ so that if the 
family doctor is interested in his youngest patients, and 
provided he is willing to take the slight amount of 
trouble necessary to make, and keep, himself informed 
about recent developments in this direction, the super- 
vision of infants and children can become one of the 
easiest and most interesting parts of his work. 

Here also concerted effort by general practitioners can 
help to re-establish their position. A local committee 
can arrange a post-graduate course on infant welfare from 
the general practitioner standpoint, can issue to the doctor 
from time to time for his information a summary of 
recent advances in infant welfare, and can supply him 
with leaflets which he can give to his patients who 
require instruction on the management of children. By 
similar leaflets, or in other ways, the advantages of 
vaccination against small-pox and immunization against 
diphtheria might be brought to the notice of patients. 
With this help the practitioner can give his patients 
advice which compares favourably with that available to 
them at local centres. 

Official recognition of this fact would gain for the 
medical officer of health the support of all the doctors in 
the area in his work. Once it was agreed that the health 
of the area was a matter for the joint concern of all 
those professing medicine in that area, and that, in what- 
ever part of the field they were working, the workers were 
entitled to be remunerated by the general public for their 
efforts, much would have been done to secure a united 
effort by the profession to get results in the prevention of 
disease. 

REMUNERATION 


How is the practitioner to be remunerated who provides 
an improved service such as has been suggested? If we 
keep in mind that patients associate fees with the provision 
of medicine or a prescription, and that advice on keeping 
well can be obtained from a centre free, it will be seen 
that there dre many advantages in offering the public 
advice in both these directions, preventive and curative 
medicine, at an inclusive fee. Such an arrangement is 
the basis of public medical services, and the adoption of 
this idea seems likely to solve many of the difficulties of 
the general practitioner. For instance, an extension of the 
scheme would enable a patient to settle the doctor’s fees 
for her confinement by paying agreed instalments in 
advance. 

But so long as the doctors in an area declare, either 
individually or as the opinion of a meeting of the pro- 
fession, that the fees of a proposed public medical service 
are too low, and for this reason they will not establish 
such a service, and so long as a substantial proportion of 
the general public continues to regard the ordinary fees 
of general practitioners as too high, there will remain a 
gap in the facilities for obtaining medical advice in that 
area. That the public should attempt to bridge the gap 
by making use of clinics and out-patient departments is 
only to be expected. 


PUBLICITY 
There remains the question of how the public should 
be informed, and kept informed, of the advantages of 
obtaining a good service from their family doctor an 
paying for it by small regular instalment payments, Here 
arises the question of publicity. The acceptance - of 
this idea by the medical profession will depend on 
type of publicity employed. It is not suggested that the 
public should be told by means of posters to “ Dr 
more medicine,’’ or should be informed that ‘‘ You wap 
the best pills, we have them.’’ But if Sir George Newman 
finds it desirable on occasion to remind the nation how it 
‘should get its medical advice in the first instance, then it 
seems only right that the medical profession should re. 
mind the public from time to time of this point, Using 
for this publicity media that are more commonly ¢op. 
sulted by the man in the street than a department, 
report. 
Pustic MEDICAL SERVICES 


It will be noted how the formation of a local public 
medical service facilitates any subsequent action to jm. 
prove the conditions of general practice. The local com. 
mittee represents the practitioners interested, and acts ig 
liaison with the local Division or Branch of the British 
Medical Association. It arranges for the collection and 
subsequent distribution of all payments by patients, reliey. 
ing the doctors of all book-keeping and bad debts. It 
can arrange post-graduate courses for its members, and 
can provide them with summaries of recent advances in 
medicine. It can issue also to subscribers (through the 
members) instruction leaflets on ante-natal care and al 
phases of infant welfare. Representations may be made 
by the committee to hospitals and those in charge of 
centres regarding the speedy reference back of patients 
to their own doctor, and as these representations have 
behind them a scheme that is actually in operation it js 
reasonable to expect that they will meet with some 
success. The committee may arrange from time to time 
suitable publicity to remind the public of the services 
available from general practitioners. 

Lest it be thought that these ideas are merely visionary, 
it should be pointed out that, with the exception of the 
publicity and the publication of summaries of recent 
advances in medicine (which are both still under con- 
sideration), the London Public Medical Service has 
already taken action along the lines indicated. 


CONCLUSIONS 

It is suggested that consideration of the problems in 
volved from a business standpoint would be of value ia 
any discussion of the future of general practice. 

Directions are indicated along which it would be pos 
sible to develop a better general practice service, combin- 
ing preventive and curative medicine. 

Appreciation of this service by the public would lead 
to an improvement in the status and remuneration of: 
the general practitioner. 

Appreciation by practitioners of the potentialities of 
such a service would lead them to adopt a general practi- 
tioner policy of looking for and finding new directions in 
which they can be of service to the public, and keeping 
members of the public informed of the general practitioner 
facilities available to them. This would be achieved by 
applying a policy of ‘‘ adopt, adapt, improve,’’ to each 
new development in medicine, and not by the tardy and 
half-hearted performance of such services as hospitals and 
public health departments have somehow failed to render. 

The extent to which local public medical services would 
facilitate the working of the schemes suggested is in- 
dicated. Consideration of all the information available 
regarding general practice indicates that action on some 
such lines as these is urgently required. 


. REFERENCES 
1 British Medical Journal Supplement, July 1st,. 1933, p. 12. 
*Tbid., July 2nd, 1932, ‘' The Out-patient Problem,” para. 30. 
8 British Medical Journal, July Ist, 1933, p. 1. 
‘ British Medical Journal Supplement, August 5th, 1923, p. 86. 
5 British Medical Journal, November 26th, 1932, p. 961. 
Tbid., October 29th, 1982, p. 804. 
‘Tbid., August 12th, 1933, p. 275. 
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Scientific Proceedings of Branches 


SUPPLEMENT HE 


British Medica: Association 
CLINICAL AND SCIENTIFIC PROCEEDINGS 


CALCUTTA BRANCH 


The following summary of clinical meetings held by the 
Calcutta Branch in 1932 has been prepared from a copy 
of the minutes just received in England. 


Coronary Occlusion 


At the first meeting in the year, after the exhibition of 
cases of spastic paraplegia with scissor-leg progression, Osgood- 
Schlatter’s disease, Perthes’s disease, and an unreduced dis- 
location of the hip treated by open reduction, Dr. S. C. Bose 
showed a case of coronary occlusion, which had been diagnosed 
clinically, and confirmed by electrocardiographic examination. 
The patient, a man aged 30, had had a sudden severe attack 
of precordial pain, which yielded entirely to rest in bed for 


- thirty-six hours. On resuming activity, however, he had a 


sudden recurrence of the pain, with collapse. Although pale, 
pulseless, and extremely weak, there was no evidence of any 
cardiovascular lesion, and, on recovery, the pulse rate was 
100 and the blood pressure 115/70. The urgent symptoms 
were relieved by a mixture of potassium iodide and bromide. 
On the fourth day it was found that bronchopneumonia was 
setting in. The reflexes of the upper extremity were normal, 
and those of the knee-joint equal but weak. The electro- 
cardiogram showed a depression of the ST period in lead I 
and an upward convexity of RT in lead III. The patient 
recovered from the attack of bronchopneumonia uneventfully, 
and a diagnosis was made of coronary occlusion of probably 
syphilitic origin. The Wassermann reaction was weakly 
positive, but became stronger after four intravenous injections 
of neosalvarsan. The antisyphilitic treatment was continued, 
and the patient recovered fully, as confirmed by the electro- 
cardiogram, which showed a normal ST period in lead I and a 
normal RT in lead III. . There was no recurrence of precordial 
pain, despite the patient’s returning to his full duties, but 
he complained of lumbar pain. On the day of demonstration 
to the Branch, about a month after the first attack, the 
patient's blood pressure was 122/80; the knee-jerks and 
ankle-jerks on the right side were very brisk, but those on the 
left side were very weak. The reflexes of the upper limbs 
were normal. 

At the next meeting of the Branch a discussion on this 
case was opened by Dr. U. P. Basu, who remarked that in 
all cases of coronary embolism, whether the blocking was 
caused by embolism or thrombosis, breathlessness was always 
avery prominent symptom. Actual pain might sometimes 
be absent. The electrocardiogram in this case, although not 
contradicting Dr. Bose’s clinical diagnosis, had been taken 
four days after the actual occlusion had taken place, and the 
nature of the Pardee curve in lead I could not be accepted 
as especially diagnostic of the condition. Fever and con- 
gestion of the lungs was very commonly present, and did not 
necessarily signify bronchopneumonia in such cases. Morphine 
was the best drug to use in the initial stage to relieve the 
symptoms, with a later resort to mercury, which was more 
effective in neurosyphilis than neosalvarsan. Moreover, the 
intravenous injection of the latter drug was risky in a case 
of coronary occlusion, since it might precipitate coronary 
thrombosis. Dr. B. B. SAHA cited a similar case, which had 
come under his notice after the embclism had _ occurred. 
Persistent precordial pain and a_ high systolic pressure 
(250 mm.) were the prominent manifestations. The patient 
had recovered with rest and general treatment. The prognosis 
in this condition was grave as a rule. 


Bodily Pain in Latent Syphilis 


At the same meeting Dr. S. C. Bose read a short com- 
munication on bodily pain in latent syphilis. He reported 
three cases in which pain was the prominent symptom that 
had caused the patient to seek treatment. There was com- 
plete absence of all the classical symptoms of tabes—namely, 
ataxia, rombergism, and optic atrophy. In the first case 


the patient had complained of severe pain over the left 
praecordium for eighteen months ; it was anginoid in char- 
acter, radiating down the left arm. The attacks came on 
at any time during the night and day, frequently as often 
as three times in the twenty-four hours, and never less than 
one attack a day. The pain was not precipitated or exacer- 
bated by exertion or by the taking of food. There was no 
evidence of cardiovascular disease, but the Wassermann 
reaction was strongly positive, and one dose of neosalvarsan 
removed the pain. In the second case there was persistent 
pain in the epigastrium, which had no relation to the ingestion 
of food. There waseno history of hunger pain, and no 
localized tender spot on the abdominal wall, which showed 
no rigidity. A provisional diagnosis of early duodenal ulcer 
was made, and a skiagram after a barium meal showed slight 
distortion of the duodenal cap. There was tctal loss of the 
knee- and ankle-jerks on both sides, and the abdominal area 
to which the patient referred the pain was insensitive to 
pinpricks. The blood showed a negative Wassermann reaction, 
but, nevertheless, complete relief was obtained after a full 


course of neosalvarsan, the first injection of which was imme-. 


diately beneficial. The third patient had pain over the right 
ankle and the lower third of the right leg, which came on 
quite suddenly, and disappeared after a paroxysm of twenty 
to thirty seconds. The attacks were more frequent at night 
than during the day ; there was no tender spot at the ankle 
during these attacks, and the joint was freely mobile. Both 
pupils were unequal; the right eye did not react to light, 
but both reacted to acccmmodation. The ankle-jerk on the 
right side was totally absent, and the knee-jerk was 
diminished. Both ankle- and knee-jerks were normal on the 
left side. There was total analgesia to pinpricks over the 
right ankle and the lower third of the right leg. Pain did not 
recur after treatment with neosalvarsan. 


Diabetic Coma 


At the July meeting cf the Branch Dr. S. C. SEN Gupta 
read a paper on diabetic coma and its treatment. He dis- 
cussed the nature of acidosis or ketcsis in relation to this 
condition, emphasizing particularly the natural safeguards 
and lines of defence of the body against all kinds of acidosis. 
He described the usual laboratory findings as regards the 
blood and urine, and said that dehydration was mainly 
responsible for these. He stressed the frequency with which 
the absence of sugar was met with in cases of diabetic coma, 
even in catheterized urine. He considered that determination 
of the specific gravity of the blood in accordance with Roger’s 
method was the best index for estimating the degree of 
dehydration. There was a much closer parallel between 
diabetic and uraemic coma than had been thought in the 
past. Treatment of diabetic coma should comprise: the 
early and adequate administration of insulin, controlled by 
frequent examination of catheter specimens of urine ; early 
and abundant supply of fluids; and the use of vascular 
tonics. In desperate cases, with urine of a high specific 
gravity and circulatory collapse, the intravenous injection 
of hypertonic saline sclution up to a maximum limit of 
three pints and given at the rate of a pint in fifteen minutes 
was urgently necessary. The higher the specific gravity of 
the blood the greater was the urgency for a rapid supply of 
fluid, and the intravenous method could be supplemented 
by the introduction of normal saline solution subcutaneously 


or by the rectum. Death resulted from circulatory failure . 


more often than from cardiac failure, and tonics of the 
vascular system were more necessary than those of the heart. 
Ephedrine hydrochloride or caffeine preparations should be 
given subcutaneously. Glucose was not advisable in the 
early stage; but later, when there was a greater risk of 
hypoglycaemia ensuing, a little glucose might be given by 
the rectum, especially where laboratory facilities - were 
lacking. 

At a subsequent meeting, when this paper was discussed, 
Dr. B. B. Sana commented on the importance of testing the 
specific gravity of the blood at the bedside, and indicated 
a convenient method. The hurried breathing which led to 
dehydration of the tissues was, he said, the direct result of 
ketosis ; fairly large doses of alkalis should therefore be 
exhibited to facilitate elimination, as well as to counteract 
acidosis. In the absence of laboratory facilities, insulin in 
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large doses with glucose would combat the urgent symptoms, 
and diminish the risk of hypoglycaemia, which sometimes 
hampered treatment. In all cases it was important to differ- 
entiate diabetic from uraemic coma. 


Tuberculous Iritis 


Lieut.-Colonel E. O’G. Kirwan, I.M.S., showed a case of 
tuberculous iritis in a girl aged 16. The lungs seemed to be 
normal, but there was a bad family history of tuberculosis. 
This disease was very uncommon in. India, but syphilitic 
iritis was common in Calcutta. The ncdules of the two 
diseases resembled each other, but those of tuberculosis were 
more numerous, grey, and did not change colour, while those 
of syphilis were about the size of a pin’s head, reddish 
yellow, and, as they became vascularized, changed to a muddy 
brown. Tuberculous ncdules were scattered irregularly on 
the surface of the iris, while syphilitic noedules were always 
situated at the outer or inner margins of the iris, never 
between. Treatment included climatic and constitutional 
therapy in the mountains; tuberculin therapy by Finsen 
light, or, better, * rays, radiating frequently graduated doses ; 
and subconjunctival injections of sodium chleride solution of 
a percentage from 1 to 4. 


Anaphylactoid Shock 


A paper by Dr. A. CHAKRAVARTI on anaphylactoid sheck 
opened with a record of sudden death following six intravenous 
injections of sulfarsenol, and various explanations of such an 
occurrence were cited. Such hypersensitiveness seemed to 
be acquired after three or four injections, and might be due 
to impurities in the drug or the distilled water used in dis- 
solving it. In the present case there was no evidence 
clinically of cardiovascular trouble, but the post-mortem 
examination revealed an atheromatous aorta, probably of 
syphilitic causation. Only traces of arsenic were found in 
the liver and kidneys. Dr. Chakravarti thought such acci- 
dents constituted a serious menace to modern therapy, and 
referred to fatal sequels of injecting anti-diphtheria serum 
and N.A.B. Possible safeguards included an attempt at 
desensitization, and Besredka’s anti-anaphylaxis ; the previous 
injection of atropine or adrenaline; the addition to the 
solution to be injected of sodium thiosulphate in suitable 
amount ; exhaemophylasis ; dissolving the arsenic compound 
in 50 per cent. glucose solution ; a preliminary injection of 
30 c.cm. of normal saline solution containing 0.6 to 0.75 gram 
of sodium carbonate ; and preliminary testing of the patient’s 
serum for the nitritoid reaction to arsenic, with the adminis- 
tration of adrenaline in positive cases. Probably none of 
these ensured absolute immunity from unfortunate sequels, 
and it was a question whether previous warning of possible 
risks attending this form of treatment should be given to 
the patient. 

In the subsequent discussion it was stated that such toxic 
substances were usually kept out of the circulation by sudden 
or gradual constriction of the capillaries. If there was 
spasmodic contraction of the myocardial capillaries sudden 
arrest of the heart action with death might result. Possible 
safeguards against such accidents were the keeping of the 
fluid injected at body temperature, and examination of the 
bilirubin content of the blood. In some cases the liver 
could be protected beforehand by giving the patient glucose 


by the mouth, and by performing a preliminary test of the 


hepatic function. 


Uterine Inversion 


Eight cases of uterine inversion were recorded by Dr. 
KeparRNATH Das, who remarked that accidents of this kind, 
when seen shortly after their beginning, presented no difficulty, 
immediate manual reposition being nearly always successful. 
When the patients were first secn forty-eight hours or more 
after inversion, careful consideration was required, for prompt 
surgical intervention might entail shock and septic peritonitis. 
The superficial necrosis of the endometrium, and the conse- 
quent offensive discharge with symptoms of infection, were 
not due to strangulation of the inverted uterus. Cases of 
chronic inversion had to be treated in accordance with the 
specific individual requirements. The speaker preferred 
hysterectomy to reposition. 


SUPPLEMENT to 
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Other Topics 


A demonstration was given of a cinematographic film on 


the care of the eyes, which had been prepared at Cairn & 


The two sets of reels, which took about fifty minutes to 4 
show, had been prepared with the special objective of 


popularizing eye hygiene among working people of poor J 


general education. A 1680 edition of Harvey’s book on 
generation was exhibited by Dr. Kedarnath Das, the principal 7 
items therein discussed being enumerated. Various clinica 
and pathological demonstrations were provided, 
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BRANCH AND DIVISION MEETINGS TO BE HELp © j 


Batu, BRisToL, AND SOMERSET BRANCH: East Somersgy 
Diviston.—At the Small Hall, Market Place, Wells, Thursday 
October 12th, 7.15 p.m., general meeting. 7.30 p.m., Pro. 
fessor J. A. Nixon: ‘* Food Values and_ their Practical 
Application in Dietetics.’’ 8.30 p.m., dinner at Swan Hote 
(tickets 7s. 6d., including gratuities). 


SOUTHERN BrancH: PoRTSMOUTH  DIVISION.—At the 
Queen’s Hotel, Southsea, Thursday, September 28th, 9,99 
p-m., preceded by supper at 9 o’clock prompt. <A discussiog 
on Public Medical Services with reference to Portsmouth and 
district will be opened by Dr. Robert Forbes, Deputy Medical 
Secretary, who will gladly answer questions on Public 
Medical Services and on the Association’s proposals concernin 
public assistance domiciliary medical work. An invitation jg 
extended to non-members. - 

SussExX BrancH: BriGHTton Diviston.—At 11, The Drive, 


Hove, Monday, September 25th, 8.30 p.m. Report of Repre- 
sentatives on Annual Representative Meeting, Dublin, 1933, 


Meetings of Branches and Divisions 


DERBYSBIRE BRANCH: Buxton Division 

A clinical meeting of the Buxton Division was_ held at 
Devonshire Hospital, Buxton, on September 5th, when Dr, 
C. W. Buckley was nominated president-elect of the Derby- 
shire Branch for 1934. : 

Dr. Hitt showed three cases of aneurysmal dilatation of 
the aorta, and Dr. HEFFERNAN gave an interesting demonstra. 
tion of radiographs illustrating non-tuberculous conditions 
simulating phthisis. 

SouTH INDIAN BRANCH 

A clinical meeting of the South Indian Branch was held at. 
the Medical College, Madras, on August 25th, when Lieut. 
Colonel CLive Newcomp, I.M.S., vice-president of the Branch, 
was in the chair. Captain R. D. ALExaNbDER, I.M.S., demon 
strated the following cases, giving full accounts of the clinical 
histories and the investigations which were carried out: {I) 
dyspituitarism in a girl of 9 years; (2) enlargement of the liver 
and spleen in a boy of 3 years; and (3) advanced tuber 
culosis in a young man, much benefited by  sanocrysia 
treatment in medium doses. Dr. S. THamBiaAH demonstrated 
an interesting case of rhinoscleroma in a man of 33. A lively 
discussion was opened by Colonel R. G. G. Crory, I.MS,, 
in which about a dozen members took part. The meeting 
terminated with a vote of thanks to the Surgeon-General, the 
president, and the lecturers. 


VicToRIAN BRANCH 
At a meeting of the Victorian Branch, held at the Medical 
Society Hall, East Melbourne, on August 2nd, an opportunity 
was taken of awarding the prize for the best clinical paper 
contributed by students and newly qualified practitioners of 
universities outside the British Isles, 1932-3. The president, 
Dr. W. DismoreE Upjonn, said that shortly after he became. 
president he made a presentation to Dr. C. H. Mollison, who 
had been his lecturer at the University, and now he was 
called upon to make a presentation to Dr. T. E. Lowe, t 


whom he had been a lecturer in surgery at the Melbourne 


University. While still a student Dr. Lowe had won this 
prize, which was a great personal distinction, and one which 
conferred honour upon the Melbourne Medical School, and 
incidentally, as one of its junior members, he had 
lustre upon the Victorian Branch. 
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Correspondence 


SUPPLEMENT to THE 175 
British MepicaL JOURNAL 


Correspondence 


MEDICAL REFUGEES FROM GERMANY 


sir,—There are in this country 180 German doctors, 
refugees from the country of their birth, where they can no 
longer live on account of racial discrimination. Under the 
circumstances some tangible sign of solidarity from the British 
Medical Association towards their less fortunately placed 
confreres is not unnatural. Some expression of sympathy 
did indeed appear in an editorial note in the Journal a few 
months ago. This is now followed by a circular letter to the 
deans of medical schools (published in the Supplement of 
September 16th). For all practical purposes the letter 
amounts ‘to a request not to admit these refugees—whose 
small number is spoken of as ‘‘ not inconsiderable ’’—to the 
medical schools, where they could take the necessary courses 
to qualify for practice in some part of the Empire. Is this 
the best effort of the Association for colleagues in the direst 
distress? —I am, etc., 


London, W.1, Sept. 18th. ARNOLD SoRSBY. 


THE NATIONAL FORMULARY 


Sir,—This is a strange production which the Insurance 
Acts Committee have given birth to. In the preface they state 
that the principles which guided them in the compilation are: 
“(a) that the Formulary contain a sufficient number cf 
varied prescriptions to cover the treatment of cases of disease 
in which marked individuality of treatment is not required ”’ ; 
they also state at the end: ‘‘ There is no wish to stereotype 
prescribing, and any practitioner may write extemporaneous 
prescriptions whenever he desires, independently of the 
Formulary or of the Drug Tariff.’’ This is very kind of 
them to acknowledge our right to order what we want, but 
it is rather evident that they deprecate the idea of indi- 
viduality. However good their intentions, I feel that the 
result will be the discouragement of individuality, and with 
that the stimulus to investigation and successful treatment. 
“Conform! Ixeep to the Formulary and you _ will be 
safe! ’’ is their slogan. Notes for our guidance in 
prescribing are drawn up. In these we are warned against 
using proprietary articles when a ‘‘ recognized substitute of 
lower cost is available.’ The originators of the Formulary 
give such a substitute in ‘‘ emulsio petrol € agar.’’ It con- 
tains eight separate items. Do the Insurance Acts Committee 
expect chemists to lay in a firkin of this emulsion so that 
we may comply with the committee’s wishes? 

We are also warned against ‘“‘ blunderbuss ’’ and elaborate 
prescribing, but two of their emulsions each contain ten 
items. Their mist. bromidorum contains the three bromide 
salts, as well as borax and arsenic. That ought to settle an 
epileptic. However, I admit that the mixtures given are 
well devised, and cover an immense field of usually met 
conditions. There are six prescriptions of bismuth and eight 
of iron, and four ointments containing methyl salicyl. ; to me 
it would be much easier to order what I thought requisite 
than to carry in my head the details of these eighteen pre- 
scriptions. I seldom order proprietary articles for any 
patients, but where individuals or a firm produce some- 
thing original, or anticipate a usual or a useful combination, 
I do not think they should be deprived of pecuniary reward. 
—I am, etc., 
Bournemouth, Sept. 12th. GEORGE MAHOMED. 


*," Curiously enough, the prefatory note to which Dr. 


Mahomed calls attention is exactly true. The National 
Formulary Subcommittee did not wish to stereotype pre- 
scribing, but it did wish to save the time of the practitioner 
in routine and commonplace cases. Dr. Mahomed says he 
finds it easier to order what he finds requisite. So be it, 
but why grumble at help given to other people? The sub- 
committee would readily acknowledge that many prescriptions 
are cumbersome, but in most cases such formulae were 
demanded by large numbers of practitioners through their 
Panel Committees. The subcommittee felt that such requests 
Should be fulfilled unless there was strong reason to the 
contrary. Dr. Mahomed overflows with sympathy for the 


drug manufacturer who has put up a useful formula under 
a proprietary name, but that hardly seems a reason why 
every prescriber of that combination of drugs up and down 
the country should be restricted to the product of that 
particular firm. There are obvious objections to the “‘ tied- 
house ’’ system in medicine. 


Naval and Military Appointments 


ROYAL NAVAL MEDICAL SERVICE 


Surgeon Commanders J. Wylie to the Norfolk ; T. Madill to the 
Pembroke, for Royal Naval Hospital, Chatham ; C. N. Ratcliffe 
to the Leander; H. Hurst to the Exeter on recommissioning ; 
G. H. Hayes to the Dorsetshire, as Fleet Medical Officer, on 
transfer of flag. 

Surgeon Lieutenant Commanders A. L. McDonnell to the 
Shoreham ; R. G. Anthony to the Carlisle, on transfer of flag. 

Surgeon Lieutenants M. A. Graham-Yooll, T. W. Froggatt, and 
D. R. F. Bertram to be Surgeon Lieutenant Commanders. 

Surgeon Lieutenants H. E. B. Curjel to the Kent ; J. W. Caswell 
to the Sandwich. 

To be Surgeon Lieutenants: D. B. Jack, appointed to the 
Victory for Haslar Hospital,. for course; G. H. G. Southwell- 
Sander ; M. H. Adams, for short service, and to the Victory, for 
Has!ar Hospital. 


Royat Navat VOLUNTEER RESERVE 


Surgeon Commander H. O. Martin to the Victory, for Haslar 
Hospital. 

Surgeon Lieutenant Commanders J. E. Purves to the Victory, 
for Haslar Hospital ; E. E. D. Gray to the Malava. 

Probationary Surgeon Lieutenant R. S. Rudland to be Surgeon 
Lieutenant, with original seniority of September 2Ist, 1931. 


ARMY MEDICAL SERVICES 


Major-General W. R. Blackwell, C.B., C.M.G., K.H.S., late 
R.A.M.C., relinquishes the appointment of Deputy Director- 
General of Army Medical Services, and is placed on half pay, 
September 16th, under the provisions of Article 500, Royal Warrant 
for Pay and Promotion, 1931. 


ROYAL ARMY MEDICAL CORPS 


Majors T. B. Nicholls and J. B. Jones, M.C., to be Lieutenant- 
Colonels. 

Lieutenant (on probation) L. G. Irvine is restored to the estab- 
lishment. 


ROYAL AIR FORCE MEDICAL SERVICE 


Squadron Leader, H. McW. Daniel to Princess Mary’s R.A.F. 
Hospital, Halton, for duty as Medical Officer. 

Flight Lieutenant G. H. J. Williams to No. 6 (B) Squadron, 
Ismailia. 

Flving Officers L. S. Everett, G. Gilchrist, and W. P. Griffin 
to Medical Training Depot, Halton, on appointinent to short 
service commissions. 2 


REGULAR ARMY RESERVE OF OFFICERS . 
Royat Mepicat Corps 


Colonel G. J. Houghton, D.S.O., late R.A.M.C., having attained 
the age limit of liability to recall, ceases to belong to the Reserve 
of Officers. 


INDIAN MEDICAL SERVICE 


The promotion of Major A. M. V. Hesterlow is antedated ‘to 
September 14th, 1928. 

The provisional promotion to the rank of Major of D. P. 
Bhargava and B. R. Tandon is confirmed. 

The services of Captain R. L. Frost are placed temperarily at 
the disposal of the Government of Burma as from July 26th. 

The services of Captain C. A. Boyman are placed at the disposal 
of the Government of North-West Frontier Province for employ- 
ment in the Jail Department. 

The services of Captain H. W. Muiligan, Assistant Director, 
Malarial Survey of India, are replaced at the disposal of the 
Director-General, Indian Medical Service, as from the date on 
which he proceeds on leave. . 


COLONIAL MEDICAL SERVICES 


The following appointments are announced: G. Robinson, M.B., 
Ch.B., B.A.O., Senior Pathologist, Medical Department, Gold 
Coast; A. W. Dunn, M.B., Ch.B.Ed., Medical Officer, British 
Guiana; C. E. Bevan, M.R.C.S., L.R.C.P., Medical Officer, 
Nigeria. R. Mugliston, M.R.C:S., L.R.C.P., Senior Medical Officer, 
Gold Coast, and F. Ross, M.B., Ch.B.Ed.,° D.T.M.Liverp., 


Specialist, Medical Service, Nigeria, have retired on pension. 
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VACANCIES 


ALTRINCHAM GENERAL Hospirau.—J.H.S. 

BARNSTAPLE: NoRTH DEVON INFIRMARY.—R.M.O. 

BARROW-IN-FURNESS : NorTH LONSDALE Hospirab.—Resident P. (male). 

BETHNAL GREEN: MILDMAY MISSION Assistant Gynaeco- 
logist (female). 

BirKENHEAD County BorouGH.—R.M.O. (male, unmarried) at Birkenhead 

Infirmary. i 

BIRMINGHAM: ST. CHAD’s Hosprrau.—R.M.O. 

BieMINGHAM CiTy.—R.M.O. (female) at Canwell Hall Babies’ Hospital. 

BOURNEMOUTH: ROYAL VicTorrA AND WEstT HANTS HospiTaL,—Hon. 
Anaesthetist. 

BROMPTON : HOSPITAL FOR CONSUMPTION AND DISEASES OF THE CHEST. 
—(1) First A.R.M.O. (2) Second A.R.M.O. (3) Three H.P. (4) J.H.P. 
(male) at Frimley Sanatorium. 

BURTON-ON-TRENT GENERAL INFIRMARY.—C.O: and H.P. (male). 

Bury INFIRMARY, LANCS.—Third H.S. (male) 

CANCER HOSPITAL (FREE), Fulham Road, S.W.—(1) H.S. (2) Assistant 
Radiologist. 

CANTERBURY: KENT AND CANTERBURY H.S. (2) 
Males, 


CHESTER ROYAL INFIRMARY.—H.S. (male). 


City oF Lonpon HospiTaAL FOR DISEASES OF THE HEART AND LUNGs, 
Victoria Park, E.—H.P. (male). 

DUNEDIN: OTAGO HOSPITAL BoAarD.—Senior R.M.O. 

EpinperGH: Royau INFIRMARY.—Clinical Tutor to Dermatological De- 
partment. 

GorpdoN HospiraL, Vauxhall Bridge Road, S.W.—R.ILS. 

GUILDFORD: ROYAL StrrREY Hon, Orthopaedic 


S. (2) H.S. 
HOSPITAL FOR DISEASES OF THE SKIN, Blackfriars Road, S.E,—Registrar 
(male), 


HospiIrat For SICK CHILDREN, Great Ormond Strect, W.C.—(1) ILP. 
(2) H.S. Males, unmarried. (3) Hon. Medical and Surgical Assistants 
in O.P. Department, 

Iraq GOVERNMENT.—Professor of («) Epidemiology and Public Health. 
(b) Materia Medica. (¢) Gynaecology and Midwifery. 

KIDDERMINSTER AND District GENERAL (male). 

LANCASHIRE County Councin.—(1) J.A.M.O. at Wrightington Hospital, 
Parbo!ld. (2) J.R.M.O. at Park Hospital, Davyhulme. Males, unmarried, 

LEEDS MATERNiTY HOSPITAL.—(1) Senior H.S. (2) J.H.S. 

LEWISHAM: ST. JOHN’S HOSPITAL.—R.M.O. (male). 

LIVERPOOL: ROYAL SOUTHERN HOsPITAL.—M.O. to Special Departments 
and Resident Anaesthet ist. 

Lonpnon JEWISH HosprTaL, Stepney Green, E.—Hon. Assistant S. 

LurGan Unton.—R.M.O. at Lurgan Infirmary and Fever Hospital. 

MANCHESTER: ANCOATS HOSPiITAL.—(1) R.M.Q. (2) HLS. 

MANCHESTER: ROYAL MANCHESTER CHILDREN’S HOSPITAL, Pendlebury. 
—(1) R.M.O. (2) R.S.O. Unmarried. 

MERTON: NELSON HOSPITAL.—Two R.H.S. Males, unmarried. 

MERTON AND MORDEN, AND CARSHALTON URBAN DisTRICT COUNCILS.— 
Joint appointment of M.O.H. 

MIDDLESEX COUNTY CoUNCIL,—(1) Part-time Visiting Pathologist to West 
Middlesex County Hospital, Isleworth. (2) A.R.M.O. (males, unmarried) 
at (a) Central Middlesex County Hospital, Willesden, and (») Hilling- 
don County Hospital, Uxbridge. 

NEWCASTLE-UPON-TYNE: HOSPITAL FOR SICK CHILDREN.—(1) H.P. (2) 
Senior H.S. (3) J.HLS. : 

Oxrorpd: THE WARNEFORD.—J.M.O. (male). 

PRINCESS ELIZABETH OF YorK HOSPITAL FOR CHILDEN, Shadwell, E.— 
(4) 

QUEEN'S HOSPITAL FOR CHILDREN, Hackney Road, E.—Assistant S. 

RADIUM INSTITUTE, Riding House Street, W.—H.S. (unmarried). 

ROWLEY REGIS UrBAN Distrricr CouNciL.—Part-time Aural Specialist 
to conduct Clinic. 

RoYAL FREE HospiraL, Gray’s Inn Road, W.C.—(1) R.C.O. (2) Two 
Assistant M.O. (females). 

SALISBURY : GENERAL INFIRMARY.—H.S, (male, unmarried). 

SHEFFIELD: ROYAL INFIRMARY.—Clinical Assistant in Dermatological 
Department. 

SOUTHERN RHODESIA MEDICAL SERVICE.—Government M.O. 

SOUTHWARK: EVELINA HOSPITAL For SICK CHILDREN.—H.P. (male). 

STAFFORDSHIRE GENERAL INFIRMARY.—H.P. 

STOKE NEWINGTON METROPOLITAN BoroUuGH.—Public Vaeccinator. 

TAUNTON AND SOMERSET HospiraL.—Senior House M.O, 

WARWICKSHIRE AND COVENTRY JOINT COMMITTEE FOR TUBERCULOSIS.— 
J.A.M.O. (male) at King Edward VII Memorial Sanatorium, Hertford 
Hill. 

WESTMINSTER HOSPITAL, S.W.—HI.S. to Ear, Nose and Throat, and Eye 
Departments, 

WESTMINSTER HOSPITAL ANNEXE, 66, Fitzjohn’s Avenue, N.W.—R.M.O. 


RiTisH Mepicaz Journar 

W:GAN: ROYAL ALBERT EDWARD INFIRMARY AND DISPENSaRy,—(1) 
Assistant P, (2) Hon, S. (3) Resident Medical and Surgical ome 
and Registrar. 


CERTIFYING Factory SurGEON.—The appointment at Coldstream (Be 
wick) is vacant. Applications to the Chief Inspector of Faciorig: 
Home Office, Whitehall, S.W.1, by October 10th, we 


This list is compiled from cur advertisement columns, where full 
ticulars are given. To ensure notice in this column adcertisemen 
must be received not later than the first post on Tuesday mor 
Further unclassified vacancies will be found in the advertising 
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POST-GRADUATE COURSES AND LECTURES 
4 
FELLOWSHIP OF MEDICINE AND Post-GRADUATE MEDICAL Assocranioy 
1, Wimpole Street, W.—Hospital for Consumption, Brompton: 
Intensive Course in Diseases of the Chest, all day. Westminste 
Hospital, S.W.: Post-Graduate Course in Medicine and Surgery 
(for men graduates only), ali day. Gordon Hospital, Nauxhaj 
Bridge Road, S.W.: Course in Proctology, all day. Connaught 
fall, Torrington Square, W.C.: Tutorial Class in - Medicine, 
Surgery, and, Midwifery (for men graduates cnly),. all’ day, 
beginning Fri. .Panel of Teachers : Individual clinics are avai). 
able by special arrangement with the Fellowship of Medicine, 
Courses, etc., open only to members of the Fellowship. 
LIVERPOOL UNIVERSITY CLINICAL SCHOOL ANTE-NATAL CLINIcs.—Royal 
Infirmary: Mon. and Thurs., 10.30 a.m. Maternity Hospital: 
Mon., Tues., Wed., Thurs., and Fri., 11.30 a.m. x 


MANCHESTER Royat 4.15 p.m., Dr. W. Brock 
bank, Treatment of Cough. Fri., 4.15 p.m., Mr. Harry Platt, 
Orthopaedic Cases. 


British Medical Association 


OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE 
TAVISTOCK -SQUARE, W.C.1 


Departments 
SUBSCRIPTIONS AND ADVERTISEMENTS (Financial Secretary and 
Business Manager. Telegrams: Articulate Westcent, London), 
MepicaL SEcrREtARY (Telegrams: Medisecra Westcent, London), 
Epitor, Brrrish Mepica, JouRNAL (Telegrams: Aitiology Westcent, 
London). 
Telephone numbers of British Medical Association and British 
Medical Journal, Euston 2111 (internal exchange, four lines), 


ScottisH Mepicat SrEcrETARY: 7, Drumsheugh Gardens, \Edin- 
burgh. (Telegrams: Associate, Edinburgh. Tel.: 24961 
Edinburgh.) 

IrisH Mepicar Secretary: 18, Kildare Street, Dublin. (Tee 
grams: Bacillus, Dublin. Tel.: 62550 Dublin.) 


Diary of Central Meetings 
SEPTEMBER 
29 Friday Ophthalmic Committee, 2.30 p.m. 


OCTOBER 
10 Tues. Provident Scheme Committee, 2.15 p.m. 
23 Mon. Arrangements Committee, 2.0 p.m. 
26 Thurs. Dominions Committee, 2.30 p.m. 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements of Births, Marriages, and 
Deaths is 9s., which sum should be forwarded with the notice 
not later than the first post on Tuesday morning, in order to 
ensure tsertion in the current issue. 


BIRTHS 

McEwan.—At Fernbrae, Dundee, on September 13th, to Dr. and 
Mrs. T. Lawson McEwan of 1, West Avenue, Exeter, Devon, 
a daughter. 
PETERKIN.—At 4, Grosvenor Terrace, Hornsea, FE. Yorks, of 
September 2nd to Gwynne, wife of Dr. J. H. S. Peterkin, 
a daughter. 


Printed and published by the British Medical Association, at their Office, Tavistock Square, in the Parish of St. Pancras, in the County of London. 
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